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In the past, the primary strategy used to protect children from abuse, neglect and
“dysfunction” within families has been to remove them from the home and place them
in residential treatment, foster care ormental institutions. Is removing the children from
their homes, a cure or a Band-Aid for child abuse, neglect and dysfunction within
families?
Society has tried various strategies over time to protect children within their
families. Removing children from their homes has been a dominant strategy throughout
social welfare history in America. One strategy in particular was permanency planning.
In 1980, permanency planning was introduced because a growing number of children
removed from the home were moved to multiple foster home placements and remained
in foster care for long periods of time. The children needed to have some place
“permanent” to stay until their parents could meet goals for reunification.^
Children have a powerful need for a sense of rootedness, which develops when
they live in predictable, permanent environments where they are protected and loved.
' Dean H.Hepworth and Joann Larsen, Direct Social WorkPractice Theory cmdSkill, ed.
(Pacific Grove: Brooks/Cole, 1993), 484.
1
2
Permanence also enables children to develop enduring human attachments. However,
such attachments only occur if continuity (i.e., ongoing predictive availability ofparents
to respond to children’s needs), and stability (i.e., absence ofmajor disruption or stress
in the parent-child relationship) is present.^ This was not the case for most children in
foster care. These children were faced with longer than anticipated stays in foster care
because their parents were not meeting the goals for reunification with their children.
Some of the reasons these goals were not being met were that the parents were
unmotivated to change, posed a continued high risk of re-abuse, or lacked the potential
capacity to provide adequate care for their children. The probability of successful
reunification was low.
Permanency plarming seemed to be a good idea at first, but emphasis was placed
on returning children to their own homes, no matter how imlikely that was. The
reluctance to give up on the “plan” of returning children home stemmed from the belief
that all parents want to do right for their children and that family ties should be broken
as a last resort. This reluctance was also related to the resistance of the state to commit
the resources required for long term placement."*
^ Ibid.
^ Ibid., 485.
'* John R. Schuerman, Tina L. Rzepnicki, and Julia H. Littell, Putting Families First; An
experiment in Family Preservation ( New York: Aldine De Gruyter,I994), 7.
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During the induction ofpermanency planning, there began to be an increase in
the number of children in foster homes or institutions. This caused great strains on the
social work field and led to a considerable increase in the costs of child welfare
services. Thus, the state moved towards privatization, and state laws began to change to
reflect the fact that the state did not want to take responsibility for children anymore.^
Coupled with these changes, a major change also came in the attitude of society about
maintaining institutions to house children.® At this point deinstitutionalization began
and institutions normally used to house children (foster homes, residential treatment
centers, etc.) were no longer receiving the funding necessary to keep them running
efficiently. All of a sudden the system relied on in the past began to be dismantled. It
was clear at this point that a program was needed to decrease the number of children in
institutions and contain the increase in the costs ofchild welfare agencies. The program
that was developed was family preservation.
Family preservation is the strategy more agencies are moving towards today. It
focuses on preventing the removal of abused and neglected children from their families.





for permanency planning for children. Planning for permanence should begin at home
with proven preventive models.^ Family Preservation programs concentrate on two
values: 1) ensuring the safety of children from harm and 2) respecting the integrity of
the family. Included in the “integrity of the family” is respect for individual preferences
in manners ofchild rearing and a sense that family life ought to be private. Hence,
families ought to be able to regulate the extent to which their ways of interacting are
known to others, as long as those ways do not cause harm to their members. Most
importantly, maintaining the family is thought to be in the best interests of the child in
most cases.*
Is placing an abused or neglected child in foster care better for the child? Or,
are children better off in their homes oforigin than anyplace else? In many cases,
social workers do not know what is best for the child and they are often not in a position
to assess the risk to the child or cannot assess the likely response of a family to services.
Often times. They are left in a position to engage in a process of trial and error. In
these cases, it seems appropriate to begin by trying to keep the child at home.
Significance of Program Evaluation
This is an evaluation study of the effect ofa family preservation program on
dysfunctional families. The program being evaluated is the Keening Families Together
’ Marvin Bryce, Ph.D. and June C. Lloyd, Treating Families in the Home: An Alternative to
Placement (Springfield: Thomas, 1981), 2.
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The Keeping Families Together (KFT) program is one of several services
provided by CHRIS Homes, Inc. Thisprogramwasstartedin January of 1997. The
KFT program is a family preservation/family support program. Working with DeKalb
and Fulton Counties, this program is a continuing response to the ever-growing need for
family support services. Referrals for the program come from the Department of
Family and Children Services (DFACS) only. DFACS is the legal program of the state
that is charged with the responsibility of addressing the needs ofneglected, abused or
exploited children through their protective service division. They get assistance with
helping these families through contract services. The KFT program is a contracted
program service that does the family work of those children identified by DFACS as
abused, neglected or exploited. These children then are referred to Chris Homes for the
KFT program. DFACS only refers children who are reportedly abused, neglected or
exploited to the KFT program. The program then works with individual children in the
context of their families.
All of the program’s services are designed to help the family build positive
coping skills and develop effective support in their community. The goals and
objectives of the Keening Families Together are focused around putting an effort into
giving people the knowledge and skills needed to be able to address the many needs of
the different developmental stages within a family. KFT provides support in helping
members to learn how to deal with crises within the family.
6
The Keeping Families Together program at Chris Homes has three objectives;
1) To prevent the removal of children from their homes; 2) To eliminate the possibility
of abuse and/or neglect in the home; and 3) To address the child’s or adolescent’s
disruptive behaviors at home and/or school. In this program, dysfunction in families is
not seen as a problem that cannot be overcome, instead the problem is seen as entailing
a lack of knowledge and experience to handle crises. The goal of this program is to
treat “dysfimctional” by changing it to “functional.” This program works primarily
with African-American families and has been in operation since January 1997.
Findings from this evaluation can be used to improve the program or assist
administrators of other such programs by helping them to modify and improve their
programs. This improvement can be accomplished by letting them know what works
and why it works? The outcomes of the research of the programs’ effectiveness can
assist the program with future clients.
Purpose of the Study
The purpose of this program evaluation was to examine the effectiveness of the
Keeping Families Together program at CHRJS Homes, Inc. on dysfimctional families.
The study seeks to determine whether the program objectives ofpreventing the removal
of children from their homes, eliminating stress of the parents and eliminating most or
all identified abuse and/or neglect have an overall positive effect on families.
CHAPTER n
LITERATURE REVIEW
The family is critical for the survival of a people, considering that the family is
the first set of people with whom a child has continuous contact. The family is not just
a passive transmitter of the culture to its children, for it plays an active part in helping
its young form a worldview and form attitudes about self, others and life. A family
helps a child discover his/her place in the world. The family accomplishes this through
the activities in which the child engages, through its communication, and through the
example set for the child.’
When looking at families in the 90s, it is important to take structure into
consideration. Over the last 10 years, changes in society due to the increase in the
acceptance of violence, drugs and sex have altered the structure of families. The once
prevalent nuclear family has been replaced by female-headed households, blended
famihes, same sex parents, divorce etc. Adults in society have become more accepting
of guns, sex and violence on television and in the movies. These things have had a




major impact on our children and families. There have also been employment
fluctuations. Things that were not common in the 60s, such as company downsizing,
have become the norm, affecting even the most financially stable. This phenomenon
has forced family mobility, meaning it is now normal for a family to move from city to
city in search of a better job and economy. However, this often leaves families open to
having no support base. If a highly mobile family gets into trouble they frequently have
no extended family upon which to lean.
In addition to these changes, American society has increasingly become a
melting pot of different racial and ethnic groups. Though these groups are alike and
different in many ways, individual racial and ethnic identities are formed through
families. The minority ftimily is the important agent of socialization, for it is within the
family context that the individual first becomes aware of and begins to grapple with the
significance of racism and discrimination.^ Family structure, earnings, income and
educational differences in various racial and ethnic groups are substantial.^
Relationships with family members help to form identities and have a great
impact on the lives of individuals. If one looks at the history ofAfrican Americans,
one sees that their family structure has changed greatly over time. African Americans
came primarily from the continent ofAfrica. During that time period, some four or five
3.
^ Harriette Pipes McAdoo, Black Families (Newbury Park: Sage, 1988), 244.
^ Cardell K. Jacobson, American Families: Issues in Race andEthnicity (New York:Garland, 1995),
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centuries ago, Africa was highly patriarchal and very stable. There was no such thing
as divorce and relatively little non-marital sex. What existed were institutionalized and
controlled by villages or communities of elders, and these patterns and values were
brought to the United States. Unfortunately, because of slavery, the African-American
family ceased to exist as a legal entity.'* After 1925, the African-American family
began to face the problems brought about by immigration and urbanization. African
Americans no longer had the folk culture that had kept them together under the most
adverse conditions in the rural South. Hence, several new phenomena developed:
children being raised by mothers, welfare dependency, juvenile delinquency, and some
educational failures. By 1965, the root of the problems of the African American
community were not economical, but rather they were social.^
Daniel Moynihan, a white legislator writing as a sociologist in the 1960’s,
presented another image of the African American family. His study has come to be
known as the pathological view of the African American family. Moynihan presented
a view in his “ Moynihan Report” which described the African American family as a
family ofpathology. He said that the matriarchal nature of it made it dysfunctional. It




® Drs. George & Yvonne Abatso, How to Equip the African American Family (Chicago: Urban
Ministries, 1991), 26.
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However, other authors have presented a different, more positive view of the
African American family. Some of these authors wrote in response to Moynihan’s
report, being commissioned to do so by the National Urban League. Roy Hill, one of
those authors, published his analysis in the book. The Strengths ofBlack Families. Hill
emphasized the resiliency of African American families, their ability to bounce back
after crises and endure difficulties. He emphasized the ability ofAfrican American
families to adapt to various cultural demands.^ Also, researchers Elmer P. Martin and
Joanne Mitchell Martin stressed the strength of the African American extended family.
They stated that extended families have been responsible for providing many African
Americans over the generations with basic economic and emotional secunty.
In 1992, sixty percent ofAfrican American births were out ofwedlock. Also,
crime, educational failures, welfare dependency and other dysfunction’s existed in the
poorest households.® In families where there was no help with these issues, the children
were at risk of being reported to social agencies for neglect and/or abuse. In these
cases, if abuse and/or neglect were identified, the children were removed from the
home. Once removal of children took place, brothers and sisters were separated, and it
was up to the parent to work to reunite the family.
’
Ibid, 27.
* Elmer P. Martin and Joanne Mitchell Martin, The Black ExtendedFamily ( Chicago: The
University ofChicago, 1978), 5.
’
Cardell K. Jacobson, American Families: Issues in Race andEthnicity (New York:GarIand, 1995),
20.
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According to researcher MarianWright Edehnan, “African American children
are twice as likely to die in the first year of life, be bom prematurely, suffer low birth
weight, see a parent die, have mothers who received late or no prenatal care, live in
substandard housing, be suspended from school or suffer corporal punishment, be
unemployed as teenagers, have no parent employed, or live in institutions.”'®
The crux of the problem facing dysfunctional families today is that young
women who become pregnant do not marry nearly as often as they did in the past. Most
dysfunctional families are characterized by instability, economic troubles, promiscuity
andmatriarchy."
Female headed households, poverty and lack ofeducation in an impoverished
environment can often times lead to dysfunction in families. However, factors
associated with child abuse and neglect are generally nonspecific markers: teenage
parents, single parents, broken homes, frequent moves, and social isolation. These
factors are associated withmany other childhood problems (e.g., pre-maturity, sudden
infant death, failure to thrive, and developmental delay), suggesting a common pathway
of social deprivation, and negative outcomes in children.'^
Parental addiction or compulsions (e.g., drugs, alcohol, promiscuity, and
overworking) also have strong effects on families. Physical violence within a family
MarianWright Edelman, Families inPeril; an agendafor social change (Cambridge: Harvard
University Press, 1987), 2.
“ Marianne Berry, KeepingFamilies Together (NewYork; Garland, 1995), 53.
Richard D. Krugman, “Secondary Prevention-Serving Families at Risk, ” ChildAbuse andNeglect,
The IntemationalJoumal (Danvers'.Pergamort, 1995): 1339.
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can also disrupt the structure of a family. When children have to witness violence or
live in fear of explosive outbursts it can inhibit the development of children’s trust in
the world, in others and in themselves. Chronic violence, incest and psychiatric or
physical illness are some other forms of dysfunction which render parents largely
incapable ofmeeting the emotional needs of their children.’^
Common reports of adjustment difficulty from adults who grew up in families
with disparate types of dysfunction suggest that these families may be similar in
important ways. Maladaptive parenting, chaotic, distressed or abusive environments,
poor communication and other problems impair the family’s ability to meet the child’s
physical and emotional needs. An underlying assumption is that it is not the particular
substance abused, parental illness or source of dysfunction, per se, which constitutes a
risk for later adjustment difficulties. Rather, it is the lack ofparental emotional
availability and the parents’ failure to respond to critical childhood needs, whatever the
original source, which leads to developmental problems.
As for the African American extended family today. Professors Sadye
M.L.Logan, EdithM. Freeman and Ruth G. McRoy state that it is still a viable
mechanism in rural and urban communities, but the helping tradition that seemed to be
institutionalized in the African American community during earlier times has waned.
The racial consciousness of the 1960s which served as an impetus for African
LenoreW. Harmon, “Common Aspects of Object Relations and Self-Representations in Offspring
From Disparate Dysfimctional Families, ” Journal ofCounseling Psychology (Washington,1993); 348.
"Ibid, 348.
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Americans to consider the well-being ofall African Americans, not just family
members, seems to have taken a back seat to the desire of some African Americans to
obtain material goods, gain social status, and escape the stigma of being poor.*^
With all of the “dysfunctional” characteristics mentioned above, the question
might be asked, “what are the characteristics of a functional or normal family?” Ideally,
families would always provide a nurturing environment where the members could grow
and learn to love. The family would offer unconditional love, respect and acceptance.
Even when its members make mistakes, they would know that their families love them
and would forgive them. Each member would be allowed to develop an individual
identity, and emotional intimacy would be a family norm. However, in the real world
families are made up of flawed individuals who do not or cannot always give what is
needed. According to researchers Michael P. Nichols and Richard C. Schwartz, normal
families become periodically unbalanced during transition points in the family life
cycle. No family passes through these changes in a totally harmonious fashion, all
experience stresses, resist change, and develop cycles.*^ However, a normal family
recognizes that stressful situations are inevitable and temporary. They recognize that
stress can be positive if handled appropriately. Normal families do not remain stuck in
negative cycles; for they are able to engage in positive feedback. On the other hand,
dysfunctional families remain stuck in cycles of negativity. Normal families work
Sadye M.L. Logan, Edith M. Freeman and Ruth G. McRoy, Social Work Practice with Black
Families: A Culturally Specific Perspective (New York: Longman, 1990), 105.
Michael P. Nichols and Richard C. Schwartz, Family Therapy; Concepts andMethods (Needham
Heights:Allyn and Bacon, 1998), 76.
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together to minimize stress, and they focus on their strengths as a family and as
individuals.
While researching “normal” African American families, Psychiatrists Jerry M.
Lewis and John G. Looney found that shared power, strong parental alliance, efficient
problem solving skills, clear communication, high responsiveness to each other, open
affect, moderate empathy, and lack of chronic, unresolvable conflict*’ were common
characteristics in the family’s makeup.
Relationships and roles within the family structure are also important to a
family. In a healthy family, parents assume the role ofprimary caregivers and children
are secure in their roles as siblings, children and individuals. In healthy families,
parents also set clear generational boundaries. In a family where the mother has to
assume multiple roles, the structure of the family is at risk. When looking at family
structure, sociologist John Spiegel states that “ Healthy families contain relatively stable
1 R
roles, and this pattern is essential to teach children a sense of status and identity”.
Dysfunctional families, on the other hand, have multiple and unstable roles. Most of
the time the family is without role players. Instead ofmales being around to head the
family, females are heading the family and the household.
In times like these families are in a state of emergency, and they are no longer
the socializer. Dysfimctional families are caught up in the impact of all of these societal
Jerry M. Lewis, M.D. and John G. Looney, M.D., The Long Struggle: Well-Functioning,
Working-Class Black Families (New York: Brunner/Mazel, 1983), 68.
Ibid, 35.
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changes without support. Children are being exposed to guns, gangs, drugs and peer
pressure, and parents are up against the same types of societal ills. Instead of focusing
on the dysfunction of society, the attention is on the dysfunctional family. Society is
supposed to be structured and organized in a way that supports families, but it is not.
Instead, society contributes to the destruction of families.
Dysfunctional Families
An unhealthy environment for the development of family members characterizes
a dysfunctional family. The parent(s) fail to provide for many of their children’s
emotional and physical needs. In addition, the families' communication patterns may
severely limit children's expressions of feeling and needs, and often times, children may
be forced to take sides in conflicts between parents. Family violence is often prevalent
in dysfunctional homes. Violence includes actions taken by a family member which
cause physical, emotional, or psychological trauma, threaten safety, or impair normal
development.'^
In a dysfunctional family, there are usually blocked channels for giving and
receiving support.^® In general, all parents are seen as supportive, but the degree of
support is lower in a dysfunctional family. Discipline is also higher in a dysfunctional
Ibid, 65.
^°Michael P. Nichols and Richard C. Schwartz, Family Therapy; Cortcepts andMethods
(Needham Heights. Allyn and Bacon, 1998), 76.
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family, creating a combination of less support and more punishment for children.
Children from dysfunctional families tend to have more developmental problems and
fewer competencies than children from normal functioning families. They are more
immature, have more somatic complaints, more obsessive/compulsive patterns and find
it harder to communicate.^^
Researcher Marianne Berry did a study on dysfunctional families and she found
that the average dysfunctional family had either two or three children averaging around
the age of 4.6 years old. A full 40% of the families had three or more children, and there
were an equal number ofboys and girls. About four fifths of the families had children
under age 5, while half had children from age 5 through 10. A quarter of the families
had children 11 and older, while two thirds of families were headed by single mothers;
the mothers were an average age of 31, although a quarter of the mothers were ages 25
or younger. About a third of families were black, another 21% were White, followed by
Latinos (17%), Asians (7%), White/Black mixed families (5%), and other or mixed
ethnicity’s (15%). Half of the families lived in apartment houses; another third lived in
either a single house or a duplex, and still another 6% lived in hotels. Over two-thirds of
the families received Medi-Cal or Aid to Families with Dependent Children. Over half
of the families were experiencing problems with economic and environmental
conditions or family interaction problems. A parent’s handicap or illness, child behavior
James Garbarino, Cynthia J. Schellenbach, and Janet M. Sebes, Troubled Youth, Troubled Families





problems or parental substance abuse beset large numbers of families.
Further research has suggested that some families seem to be in a chronic state
of crisis. Characteristics of this type of family include; (1) high conflict among family
members with a feeling or mood that is hostile and critical; (2) lack of family activities
and fun times together; (3) members feeling discouraged and disappointed about family
relationships; and (4) a lack of open and “safe” communication. For people to talk
together and make wise decisions, they must feel respected and must be heard.^"^
Other families' “dysfunction” centers on poor communication skills. Members
will usually blame someone else when things do not go the way they want.
Dysfunctional family members are usually rigid and inflexible and cannot adjust when a
situation demands adjustment from them. Family members often feel lonely and
depressed and may shut each other out. Unexplainable fatigue or illness, excessive
anger, withdrawing, excessive use of alcohol or drug use, unexplained injuries,
inappropriate behavior, moodiness, running away, or breaking the law and marital
distress are other symptoms of a family in crisis.
Family Therapist Salvador Minuchin believes that there are two patterns
common to troubled families: 1) “Enmeshed” chaotic and tightly intercoimected; and 2)
“Disengaged” isolated and seemingly unrelated. Both types lack clear lines of
authority. Enmeshed parents are too entangled with their children to maintain a position
^ Marianne Berry, Keeping Families Together (New York: Garland, 1995), 53.




of leadership and exercise control; disengaged parents are too distant to provide
effective support and guidance.^®
Truly dysfunctional families are disengaged and follow none of the functions or
developmental tasks necessary for the maintenance of a family. Parents are generally on
drugs, abusing or neglecting their children and come from dysfunctional families
themselves. Simple tasks such as physical maintenance, division of labor, socialization
of family members, and maintenance ofmotivation and morale cannot be carried out
when a parent is on drugs and has no job. Generally, nobody is in the home to supervise
the children and to make sure that they are developing the appropriate skills to function
as individuals in society. In order for a family to begin to function appropriately, there
must be a commitment to the well-being of the family and its members. The provision
of adequate housing, the physical conditions of the home, and the stability of the
physical environment play a big part in the strength of the family unit.
Abuse and neglect are common in dysfunctional homes. They inhibit the
development of children’s trust in the world, in others and in themselves. Later, as
adults, it may be difficult to trust the behaviors and words of others, their own
judgements and actions, or their own senses of self-worth. Not surprisingly, they may
experience problems in their academic work, their relationships, and in their identities.
Abused and neglected family members often struggle to interpret their families as
“normal.” The more these victims have to accommodate to make the situation seem
James Garbarino, Cynthia J. Schellenbach, and Janet M. Sebes, Troubled Youth, Troubled
Families (New York: Aldinede Gruyter, 1986), 53.
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normal (e.g., I wasn’t beaten, I was never left alone, etc.), the greater is their likelihood
ofmisinterpreting themselves and developing negative self-concepts.
Factors related to dysfunctional families
The factors related to dysfunctional families are many. Finances, dealing with
children’s behavior, lack of shared responsibility for household upkeep,
couple/relationship issues, and insufficient family playtimes are just a few.
Moynihan, in an analysis of census data, demonstrated an aggregate relationship
between fluctuations in the unemployment rates ofblack males, marital disruption of
27
blacks, rates of female-headed households, and dysftmction in black families.
Other factors may be parent/child role reversal, blame may be placed on the
primary parent(s) for the family’s situation, and individuals in the family may be prone
to depression and develop a fear ofbecoming close to others. Most members of
dysfunctional families learn to discount their feehngs and needs, have an irrational
belief system and have a fear of losing the primary caregiver.
Stress is another major factor in dysfimctional families. In Eleanor Engram’s
Science. Myth. Reality: The Black Family in One-HalfCentury of Research sociologist
RobertMare states that the environment plays a crucial role in people’s adaptation to
stressful situations. People with strong support networks (e.g., close relationships with
family, kin, neighbors and fnends) generally have less difficulty adapting to stressful
27 Eleanor Engrain, Science, Myth, Reality: The BlackFamily in One-HalfCentury ofResearch
(Westport: Greenwood, 1982), 114.
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situations than do those who lack strong support systems. Mare also states that stress
can overwhelm the coping capacities of individuals or families.^ In a dysfunctional
family, there are generally no support systems and a lack of coping skills.
In the microwave age of the 90s, individuals look for the quickest solutions to
their problems. If there is a dysfimctional member in society, the quickest solution is to
remove them from society (i.e., via hospital, treatment center, jail, etc.) rather than
helping them with their dysfunctional behavior within society. If there is dysfunction
within a family, the quickest answer is to remove the most vulnerable member from the
home, rather than working on dysfunction within the family structure. Most often, the
one removed is the child. It is good practice for therapists to focus on addressing the
behaviors of parents/caretakers that lead to abuse and neglect. Abuse and neglect are the
leading causes ofchildren’s removal from their homes.
Family Preservation Programs as an Intervention
for Dysfunctional Families
A number of interventions have been developed in an effort to prevent
dysfunction in families thought to be at high risk ofabusing and/or neglecting their
children or in families in which children have been harmed in the past. Today, agencies
are moving towards Family Preservation programs as an intervention for dysfunctional




avert the problems inherent in placement.^® However, there is little evidence that such
programs are successful in reducing the incidence (or recurrence) of child abuse and
neglect.^® While some studies ofhome-based programs aimed at preventing child abuse
and neglect have reported positive outcomes, much of this research is methodologically
flawed. Studies often provide insufficient information on characteristics of clients,
maltreatment, and interventions.^'
Researchers Aime Harris Cohn and Deborah Daro reviewed four studies on 88
federally funded demonstration projects conducted between 1974 and 1982. These
programs served families at “high risk” of child abuse and neglect and those who had
been the subject of substantiated reports of child abuse and neglect. Some projects
focused on specific subgroups, including families in which there had been sexual abuse,
substance abuse, maltreatment of adolescents, or child abuse or neglect. Each of the
studies compared groups who received different in-home services, but clients were not
randomly assigned. Two studies reported rates of subsequent maltreatment during
treatment that ranged from 44 to 47%; a third found that severe maltreatment occurred
during treatment in 30% of families in the study; data on maltreatment rates were not
available in the fourth study. In the two largest studies, over half of the families were
Marvin Bryce, Ph. .D. and June C. Lloyd, TreatingFamilies in the Home: An Alternative to
P/ctcemew/(Springfield; Thomas, 1981), 33.
Joan Kaufman and Edward Zigler, The Prevention ofChildMaltreatment: Programming,
Research andPolicy (New York; Wiley, 1992), 269.
Betty J. Blythe, “ A Critique ofOutcome Evaluation in Child Abuse Treatment, ” Child
Welfare 62 (New York: Churchill Livingstone, 1983), 325.
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judged by caseworkers as likely to abuse or neglect their children following
termination.^^
Researchers John R. Lutzker and James M. Rice conducted a comparison group
study of the effects ofProject 12-ways, an in home services program, on the recurrence
of child abuse and neglect. Families were referred to the project by state child protective
services units in southern Illinois. Families in the program had significantly fewer
incidences of child abuse and neglect than a random sample ofother child protective
services cases in the same geographic area, but the comparability of groups prior to
service is unknown.^^
Researchers Richard P. Barth, Susan Hacking, and Jordana R. Ash evaluated a
home-visiting program for women whom had been identified by community
professionals as at risk of child abuse. Fifty women were referred to the project during
pregnancy or after childbirth and were randomly assigned to program or control groups.
Experimental services involved six months ofhome visiting by paraprofessional women
and linkage to formal and informal community resources; women in the control group
received “traditional community services.” Although the program resulted in some
advantages for the experimental group, there were no significant differences between
Anne Harris Cohn and Deborah Daro, "Treatment Too Late; What Ten Years ofEvaluation
Research Tell Us," ChildAbuse andNeglect, The IntemationalJoumal, 11 (Washington, 1987); 433.
John R. Lutzker and JamesM. Rice, "Project 12-ways; Measuring Outcome ofa Large In-
Home Service for Treatment and Prevention ofChild Abuse and Neglect," ChildAbuse andNeglect, The
IntemationalJoumal, 8 (Itasca, IL; Peacock, 1984); 519.
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experimental and control groups in the number of reports or substantiated reports of
child abuse.^
The National Academy of Sciences Panel on Research on Child Abuse and
Neglect concluded that evaluations of home visitation programs, school based programs
for the prevention of child abuse and neglect, and other community-based child
maltreatment prevention programs are quite limited. Many evaluations are comprised
by serious methodological problems, and many promising preventive interventions do
not systematically include child maltreatment as a program outcome. Children and
families who are most at risk for child abuse and neglect may not participate in the
interventions, and those that do may not be sufficiently motivated to change or will
have difficulty in implementing skills in their social context, especially if they live in
violent neighborhoods.^’
Thus far, the prevention and effective treatment of child abuse and neglect
appear to be elusive goals. Although a variety of strategies have been tried, there is little
evidence of the effectiveness of any particular approach. Kaufman and Zigler suggest
that the equivocal findings of research in this area may be explained by preoccupation
Richard P. Barth, Susan Hacking and Jordana R. Ash, "Preventing Child Abuse: An
Experimental Evaluation of the Child Parent Enrichment Project," Journal ofPrimary Prevention, 8
(Hawthorne, NY: Aldine de Gruyter, 1988): 201.
” Panel on Research on Child Abuse and Neglect, Understanding ChildAbuse andNeglect:
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with simple main effects (does the program work or not?), rather than identifying
conditions under which certain approaches may be effective.^*
The results of non-experimental studies can be misleading, and nowhere is this
more apparent than in the evaluation of family preservation programs. In addition,
early studies of family preservation programs involved samples that were so small that
it would have been quite difficult to detect significant program effects. Further,
information about the nature of interventions was often incomplete. In response to these
problems, recent evaluations have used larger samples and increasingly more
sophisticated methods, including the use of comparison or control groups; systematic
collection of data on family problems, services, and outcomes; and attempts to
understand factors related to outcomes for families. However, there are few large, well-
controlled studies of family preservation programs. Problems of sample size and
questions about the nature of services provided and the comparability of groups remain,
even in recent experiments.^’ It should also be noted that the approaches that have been
tried tend to focus on the parent or the family and often ignore conditions in the
community or larger social environment that may contribute to child abuse and neglect.
From this literature review one can deduce that family preservation programs
have very modest effects on family and child ftmctioning. The researchers mentioned
have found few significant differences and comparison groups in levels ofchild and
Summary (Washinton, DC; National Academy, 1993), 14.
Joan Kaufman and Edward Zigler, The Prevention ofChildMaltreatment: Programming,
Research andPolicy (New Yotk: Wiley, 1992), 271.
Marianne Berry, "An Evaluation ofFamily Preservation Services: Fitting Agency Services to
Family Needs," Children and Youth Services Review, 13 (Norwood, NJ: Ablex, 1992); 314.
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family functioning after services have been provided. It does not seem to be realistic to
expect dramatic results in the areas of abuse and neglect given the number of and
magnitude of the problems faced by many of the clients and the short term nature of
family preservation services.
The Keeping Families Together program at Chris Homes, is a family
preservation program. The program will attempt to provide treatment to children and
families in their homes before more radical measures are taken. The services are
comprehensive and as intense as necessary to effect problem resolution and to
strengthen and maintain the family. The staff is available to the family and is often seen
as extended family. The parents remain in charge, and the family is the service unit. The
family is recognized as the primary care provider, educator, health center, and source of
nurture, none ofwhich can be replaced adequately.
Theoretical Framework
The rationale for the implementation of the Keeping Families Together program,
(which is assumed to eliminate the possibility of removing children from their homes
for abuse and/or neglect and address the child’s behavior across various domains) is
rooted in the systems theory. The systems theory views families as systems or carriers
of ideas. This therapeutic approach is based on a systems approach to families: e.g.,
Fimctional Family Therapy (Alexander et al, 1976), Structural Family Therapy
(Minuchin, 1974), and Multisystemic Therapy (Henggeler and Borduin, 1990).^*
Michael P. Nichols and Richard C. Schwartz, Family Therapy; Concepts andMethods
(Needham Heights: Allyn and Bacon, 1998), 206.
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These approaches are family-centered and behaviorally based. Specific
objectives are defined with the family. The approach is contextual and based on the
child’s developmental level and strengths.^’ In the beginning the pioneers of family
therapy rejected psychoanalysis and embraced systems thinking. Systems theory was
the official science of the time in the 1970s. Defining the family as a system helps
therapists and clinicians see that a group of different personalities can join together to
form a composite entity. It was said that families are like systems in that each
member’s behavior relates to and depends on the behavior of all of the others. When
we think systematically, we realize those individuals are systems within systems and
that although they respond to forces outside of themselves, they are also initiators, with
imagination, abstract reasoning, creativity, memory, and desire.'*®
Research Question and Hypothesis
Based on the review of literature, theoretical framework and the general
purpose of this study, listed below is the research question and hypothesis:
Q1. Will the intervention, the Keeping Families Together program, have a
positive effect on participating families by showing meaningful change in the
parent’s experience of stress in relation to raising children, and show meaningful





also eliminate removal of children from their homes and the possibility of abuse
and neglect in the home?
HI. There will not be a significant difference in the parent’s experience of
stress in relation to raising children and the child’s behavior across various
domains. There also will not be a significant difference in the possibility of the
children’s removal from their homes and the possibility of abuse and neglect in





This study used an “A-B” single system design. According to Bloom and Fischer
the A-B design is seen as the foundation of single systems designs because of the
distinction between and the combining of a baseline observation period, A, and an
intervention period, B.' The assumption underlying the A-B design is that the problems
observed during baseline will likely continue in the same pattern ifno changes are
made in the system of forces acting on these problems. This basic design is the
“workhorse” of evaluative research^ for several reasons. Foremost, the useful A-B
designs can reveal clearly whether there has been a change in target problems due to an
intervention supplying both monitoring and evaluation information.'^ This information
can provide the practitioner with insight into the success of interventions. As an
evaluation device, the A-B design provides information to the practitioner and to the
*
Martin Bloom et al., EvaluatingPractice: Guidelinesfor the Accountable Professional, 2°“' ed.,
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client about outcome, and also, it provides information to the agency and to society at
large.’
Instrumentation
The three instruments used in this research for measurement were the Parenting
Stress Index (PSI), the Child and Adolescent Functional Assessment Scale (CAFAS),
and the Child Adjustment Rating Scale (CARS). All three were used in the pre and
posttest assessment.
The first instrument was the PSI. The PSI measures the stress level and source
of stress for parents. It is a Likert Scale administered by the behavior aide manager
before and after the program. The PSI consists of 36 questions which address areas of
stress in parents roles due to child rearing.®
The next instrument is a functional assessment scale called the Child and
Adolescent Functional Assessment Scale (The CAFAS). The behavior aide manager
administers this questionnaire. This instrument assesses the child's functioning across
several domains. The CAFAS is reliable, valid, easy to use and predictive of future
service needs.’ It is sensitive to the changes in family functioning and serves as the
primary outcome measure for the KFT intervention with children. Post-treatment
ratings were compared to pre-treatment ratings and were expected to show clinically
’ Ibid.
®
Psychological Assessment Resources, Inc. (Odessa, 1990)
’
Kay Hodges, Child andAdolescent Functional Assessment Scale (Ann Arbor, 1990)
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meaningful improvements in the child’s functioning. This instrument was also used for
the baseline measurement of the family’s dysfunction. The CATAS consists of 5 scales:
1) role performance, 2) moods/emotions, 3) self-harmful behavior, 4) substance abuse,
and 5) thinking. The scales are rated on levels of 0-50 and higher. If a child’s score is
0-15 on any of the scales within the CAPAS Instrument, it means that the youth exhibits
no orminimal impairment in that area; 16-30 means the youth can most likely be
treated on an outpatient basis; 31-40 means that the youth may need care which is more
intensive than outpatient and/or which includes multiple sources of supportive care.
Finally, a score of 41 or higher means that the youths likely need intensive treatment in
all 5 areas of functioning. The form of treatment would be shaped by the presence of
risk factors and the resources available within the family and the community. In this
evaluation study, I analyzed all 5 scales for each of the nine families.
The Child Adjustment Rating Scale (The CARS) is the third instrument used in
the pre and post assessment. It is a rating scale that ranges from no problems, to
moderate, and severe. * This instrument is usually rated weekly by the behavior aide
manager, and weekly changes on the CARS are monitored and compared to the initial
baseline data on the child and family. However, for the purpose of this study the
researcher used the first and last CARS administered to the client as a pre and posttest
assessment.
* Chris Homes, Inc. ChildAdjustment Rating Scale (Atlanta, 1997)
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The CARS measures the child’s behavior across various domains e.g. school,
peers, and family. It is made up of 13 questions that address key areas of the child’s
behavior for example: physical aggression, family interaction, problems with authority,
motivation and self-confidence. It is a face-valid means to access ongoing problem
areas and to track progress. A sample question from the CARS is (based on physical
aggression) “Did “John” have a problem with physical aggression this week?” The
surveyor uses a scale of 0-4 to measure the client’s physical aggression for the week.
Zero on the scale is no problems, 1-2 is moderate (hit, strike, bite peer without weapon),
and 3-4 is severe (hit adult or used weapon. Violent).
Sampling
In 1981, the Atlanta Junior League responded to an overwhelming need to aid
abused and neglected children by collaborating with the Menninger Foundation to
establish an independent CHARLEE (Children Have All Rights- Legal, Educational,
Emotional) Home as a demonstration project for the metropolitan Atlanta area.
Originally known as Georgia CHARLEE, Inc. the agency began with three therapeutic
group homes to serve children ages 6 to 17 with emotional and behavioral problems,
due primarily too severe abuse and neglect. The agency's name was changed to CHRIS
Homes, Inc. in 1992, when it became a totally independent, Georgia-based program.
CHRIS operates seven therapeutic group homes, an Independent Living Program (ILP),
Transition/Re-integration, Behavioral AideAVraparound, and Family
Preservation/Family Support (The Keening Families Together Program^. CHRIS kids
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come from all over Georgia. They are usually referred to CHRIS by the Multi Agency
Team for Children (MATCH), The Department of Children and Youth Services and the
Child and Adolescent Multidisciplinary Program Systems ofCare (CHAMPS).
CHRIS staff has grown from thirteen in 1981, to forty-nine full time and thirty
part-time dedicated and experienced professionals in 1997, with an annual budget of
$2,000,000. The majority of funding comes from the State ofGeorgia and local
conununities through contract payment, and donations. Contributions from individuals
help provide the necessary extras such as music, dance, little league, family vacations,
specialized tutoring or other essentials. The history ofCHRIS Homes is one ofnever-
ending creativity and devotion in its mission: to break the cycle ofabuse ...beginning
with children.^
The Keeping Families Together (KFT) program is one of the services provided
by Chris Homes, Inc. The program began serving families in January of 1997. To date it
has served 24 Dekalb County and 31 Fulton County families in the Metropolitan area.
Of these 55 referrals/applications, KFT accepted 31 of the families. The range of
problems of the 31 accepted families included: 19 families needed to improve family
relations, 8 for prevention of abuse, and 4 needed support for the reunification process.
Of the 31 accepted telephone intake referrals: 4 of the families were not accepted after
assessment; 9 terminated services before completing the program, 9 are active to date
*
Chris Homes. Report, (1997), 2.
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and 9 have just graduated from the program. The 9 families who graduated are the focus
of this evaluation.
The KFT program is a family focused intervention program that works towards
building safe, structured and nurturing home environments for children who are at risk
for abuse and neglect by strengthening the entire family structure and linking it to
supportive services in the community. The intervention targets the identified problem
child, the parent(s) and the other family members in order to help them develop strength
in their individual roles and reduce stress and chaos in the family. The program has
found that efforts to reduce parental stress often result in alleviation of child
misbehaviors. They conduct family therapy with a goal of improving the entire family’s
functioning.
The KFT team is made up of a Program Director, a Family Specialist, a
Behavior Aide Manager, and Behavior Aides. The Program Director is an LCSW, who
is responsible for the administration of the program and supervises all members of the
KFT team. The Family Specialist is a Social Worker; she is responsible for the
therapeutic implementation and management of the KFT program. The Behavior Aide
Manager is a BSW, she is responsible for the coordination of the treatment plan
components that are assigned to behavioral aide staff, and she also manages the
behavior aides. The Behavior Aides are generally college students from undergraduate
and/or graduate Social Work or Psychology programs. The Behavior Aide's manager
introduces the aides to the program in an orientation/training session upon hire. Initial
training lasts a week and each week after that there is a weekly behavior aide meeting.
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so that the aides can discuss issues that arise in the families they are assigned to.
Behavior Aides provide support for the children and their families in various
environments (i.e. home, school, community, day treatment programs, etc.). They also
provide counseling services to children and families, one to one interaction with
designated children and their families, act as liaisons and advocates for clients with
other agencies as needed; and participate in the implementation of the individual
treatment plan designated to behavior aides. These treatment plans include helping the
child practice new, more positive behaviors at home, school, or in the community for
extended periods of time. Behavior Aides also work with the children on individual
areas targeted as needing improvement.
The researcher looked at nine alumni families from the Keening Families
Together program. For the purpose of confidentiality, the clients in this study’s last
names were changed to colors. All nine families were African American. Family 1 was
the Browns. The Brown family was made up of the client (female, 14), her aunt and
guardian, 1 brother 12, and 1 sister 7. Family 2 was the Greens. The Green family
consisted of the client (male, 13) his Father, stepmother, 1 stepbrother 10, and a
biological sister (5). Family 3 was the Whites. The White family was made up of the
client (female, 8), her grandmother and guardian, and two brothers (15 and 10). Family
4 was the Blues. The Blues consisted of the client (female, 13), her mother and father
and 1 sister (12). Family 5 was the Blacks. The Blacks consisted of the client (female,
15), her mother and 3 sisters (13,20,24). Family 6 was the Grays. The Grays consisted
of the client (female, 16), her mother and stepfather. Family 7 was the Pinks. The Pinks
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consisted of the client (female, 11), her adoptive parents, sister, 13 and brother, 6.
Family 8 was the Reds. The Reds consisted of the client (male 10), his Dad and
stepmother. The last family was family 9 the Gold's. The Gold's consisted of the client
(male, 12) and his mother. Four of the families (the Gold’s, Reds, Pinks and Blues)
dropped out midway through the program during the intervention phase.
Treatment Hypothesis
There will not be a significant difference in the parent’s experience of stress in
relation to raising children and the child’s fimctioning and behavior across various
domains. There will also not be a significant difference in the possibility of the
children’s removal from their homes and the possibility of abuse and neglect in the
home prior to the intervention, the Keeping Families Together program, and after the
intervention.
Intervention and Strategy Plans
Theoretically, parent’s experience of stress in relation to raising children and a
child’s functioning and behavior across various domains can be modestly affected
through family preservation programs aimed at preventing child abuse and neglect. The
possibility ofchildren’s removal from their homes and the possibility of abuse and
neglect in the home will not be significantly affected by such programs.
Family Preservation as an intervention in this research consisted of intensive
family treatment in an identified crisis situation in the child’s home. The program
worked towards building safe, structured and nurturing home environments for the
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children at risk of abuse and/or neglect. The objectives of the program were to 1)
prevent the removal of children from their homes; 2) eliminate the possibility of abuse
and neglect in the home; and 3) address the child’s or adolescents behavior across
various domains (school, peers, family).
The services provided were intensive home-based crisis intervention, in home
counseling, parent support and paraprofessional support services. Family
Assessment/Screening, Family life skills/parenting training and Family Behavior Aides.
There was also a 24-hour on-call service for emergencies, wrap-around services and
after-care support services. All members of the family were to benefit by developing
strength in their individual roles, and the reduction of stress and chaos.
The intervention was provided within 24 hours of notification by DFCS
(Department ofFamily and Children’s Services). Once the situation was stabilized, the
families were visited by the family specialist and the behavior aide meinager. The
Keeping Families Together program was explained to them in detail and they were able
to ask any questions they might have. They were then given the pre assessment
instruments (PSI, CAFAS, and CARS). After the assessment information was gathered
on the families a comprehensive treatment plan was designed for each family. The
family specialist worked with the families in the home on the most essential part of the
program, which was intensive family therapy. The family specialist provided therapy to
each family. She worked within the home on a level system. There were four levels.
During the first level of the program (the crisis phase) the family specialist visited the
families home two times a week for up to two hours each day. Behavior Aides were
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then assigned to each family to teach and practice with the children appropriate
behaviors for home, school, or in the community. A Behavior Aide was assigned to
work with the child for two to six hours per day for several days a week. During the
second level (the transition phase) the family specialist visited the family home one
time a week for two hours, the Behavior Aides time remained the same. During the
third level (the stable phase) the family specialist was no longer needed, but the
Behavior Aide continued their relationship. During the fourth and final level (the
termination phase) the entire team met with the family for one final visit. Each family
spent a different amoimt of time on each level. The family specialist decided the time
spent on each level for each family.
During the discharge process the family was given the Parenting Stress Index
(PSI), the Child and Adolescent Functional Assessment Scale (CAFAS) and the final
Child Adjustment Rating Scale (CARS) again to measure their progress after the
intervention. In doing this the parents stress and the children’s functioning and behavior
were assessed for a final time.
Analysis of Data
A T-test was employed to investigate the significance of the differences in the
pre and posttest scores of families that participated in the Keening Families Together
program for the entire 6 months. The hypothesis stated that the program would not
show a significant difference in the parent’s experience of stress in relation to raising
children and the children’s fimctioning and behavior across various domains. There was
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also was not to be a significant difference in the possibility of the children’s removal
from their homes and the possibility of abuse and neglect in the home prior to the
intervention, the Keeping Families Together program, and after the intervention.
However, there was a significant difference in the means. This difference in the means
was statistically significant at the .01, which indicates that the intervention had a
significant effect on reducing the parent's stress level.
CHAPTER IV
PRESENTATION OF FINDINGS
The measured variable in this evaluation was dysfunctional families. Briefly
conceptualized, dysfunctional families are from abusive, unstable, socially isolated,
often times broken homes that are made up of violence, maladaptive parenting, poor
communication, chaos, and/or distress. The home environment generally consists of
parental stress and the children have poor display functioning and behavior across
various domains (school, home, etc.). There are also other problems that impair the
family to meet the child’s physical and emotional needs. Lack ofparental emotional
availability and the parent’s failure to respond to critical childhood needs also exist.
In this research study, descriptive statistics were used to analyze the effect of the
intervention upon the families dysfimction’s (parental stress, child’s functioning and
behavior across various domains). A t-test with an alpha level of .05 was used to
determine whether to reject or accept the study hypothesis, which stated that the family
preservation program. Keeping Families Together, would have a modest effect on
dysfunctional families. When looking at mean scores for the pre and posttest
instruments, the researcher had to take into accoimt that four families were no longer in
the program. Therefore their pretest scores were omitted from the study altogether.
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Figures 1,2 and 3 presents the descriptive statistics that were used to calculate the
parents stress level and the children’s level of functioning and behavior before and after
the application of the intervention. The more dysfunction in the families, the higher the
scores on the pre and posttest assessment instrument.
Figure 1.












The frequency ofparental stress during the pretest of the PSI was high for all of
the families (Family 1 (145), 2 (88), 3 (94), 5 (109) and 6 (104)). However, after the
intervention the frequency of parental stress significantly decreased for families 2 (64)
and 3 (75), while families 1 (106), 5 (105) and 6 (89) scores also decreased, they stayed
above the normal stress range of 59-82.
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Figure 2.



























The frequency of the children's functioning during the pretest was high for all of
the families. Family 1 (50), 2 (45), 3 (35), 5 (35) and 6 (40). However, after the
intervention the frequency of functioning significantly decreased for families 2 (35)
and 6 (30). While families 1 (45) and 5 (30) only moderately decreased, family 3 (35)
remained the same. A score in the range of 31 -40 on the CAFAS means that the youth
may need care more intensive than out patient and a score of 41 and higher on the
CAFAS means that the youth likely needs intensive treatment in all five areas of
functioning. In viewing the posttest scores (family 1 (45), family 2 (35), family 3 (35),
family 5 (30) and family 6 (30)) though there was a significant difference in pre and
posttest scores, 2 (families 2 and 3) of the children still fall in the category of needing
care more intensive than outpatient, while one (family 1) still needs intensive treatment
in all five areas of functioning.
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Figure 3.





















The frequency of disruptive behavior from the children was low during the
baseline phase (Family 1 (8), 2 (20), 3 (13), 5 (7), and 6 (19)). A score of 36-52 meant
that the child had severe behavior problems, a score of 18-35 meant the child had
moderate behavior problems and a score of 1-17 meant the child had no behavior
problems. Only 2 families (2 and 6) had scores that fell in the moderate range, while the
rest of the families (1,3 and 5) scores fell in the range ofno problems. After the
intervention the scores significantly decreased and all five families (Families 1 (4), 2
(11), 3 (3), 5 (5) and 6 (3)) had scores that fell in the no problems range.
Figures 4, 5 and 6 show the results of a t-test analysis of differences between the
pretest and posttest scores on the PSI, CAFAS and CARS.
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Figure 4.
Difference between Pretest & Posttest Scores on the PSI
Phase Number Mean SD Sig.
Pretest 5 106 16.91 t=2.72
Posttest 5 87.8 5.59 df^38
p=.01
The results revealed that the pretest scores on the PSI had a significantly higher
mean than the posttest scores. This difference in the means was statistically significant
at the .01, which indicates that the intervention had a significant effect on reducing the
parent's stress level. The normal stress range is 59-82, however, figure 4 shows the
posttest score mean as 87.8. This indicates that though the baseline scores decreased
significantly, on average the 5 families parental stress levels are still above the normal
stress range. Individual scores will be shown in the pretest/posttest section of the
findings section.
Figure 5.
Difference between Pretest & Posttest Scores on the CAFAS
Phase Number Mean SD Sig.
Pretest 5 42.86 13.77 t=3.18
Posttest 5 35 6.877 df^l6
p=.01
The results revealed that the pretest scores on the CAFAS had a significantly
higher mean than the posttest scores. This difference in the means was statistically
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significant at the .01, which indicates that the intervention had a significant effect on
reducing the child's functioning across various domains. The scoring for the CAPAS is
as follows: The CAPAS consists of 5 scales: 1) role performance, 2) moods/emotions,
3) self-harmful behavior, 4) substance abuse, and 5) thinking. The scales are rated on
levels of 0-50 and higher. If a child’s score is 0-15 on any of the scales within the
CAPAS Instrument, it means that the youth exhibits no or minimal impairment in that
area, 16-30 means the youth can most likely be treated on an outpatient basis, 31-40
means that the youth may need care which is more intensive than outpatient and/or
which includes multiple sources of supportive care. Pinally a score of 41 and higher
means that the youth likely needs intensive treatment in all 5 areas of functioning, the
form ofwhich would be shaped by the presence of risk factors and the resources
available within the family and the community. Pigure 5 shows the posttest score mean
as 35. This indicates that though the scores from the pretest significantly decreased for
most of the families, on average the 5 children's functioning fell in the range of needing
care more intensive than outpatient. Individual scores will be shown in the
pretest/posttest section of the findings section.
Figure 6.
Difference between Pretest & Posttest Scores on the CARS
Phase Number Mean SD Sig.
Pretest 5 11.4 2.31 t=1.47
Posttest 5 5.2 1.99 df=10
p=.01
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The results revealed that the pretest scores on the CARS had a significantly
higher mean than the posttest scores. This difference in the means was statistically
significant at the .01, which indicates that the intervention had a significant effect on
reducing the children's behavior across various domains. The scoring for the CARS is as
follows: a score between 1-17 shows that the child has no behavior problems. A score
between 18-35 shows that the child has moderate behavior problems, and a score
between 36-52 shows that the child has severe behavior problems. Figure 6 shows the
posttest score mean as 5.2. This indicates that on average the 5 children have no
behavior problems. Individual scores will be shown in the pretest/posttest section of the
findings section.
The differences in the means between pre and posttest scores on the parents
levels of stress and the children’s function and behavior was statistically significant at
the .01, which indicates that the intervention, (i.e. Keeping Families Together!, had a
significant effect on reducing the parents stress level, the children’s functioning, and the
children’s behavior. Therefore, the hypothesis stating that the Keeping Families
Together program would have a modest effect on dysfunctional families was rejected.
Observations were made and information was collected during the baseline
phase of this evaluation. Information on each parent’s experience of stress in relation to
raising children and the child’s functioning and behavior across various domains were
collected using pre assessment instruments (PSI, CAFAS, and CARS).
The families baseline scores on the PSI were as follows: Family 1 (145), Family
2 (88), Family 3 (94), Family 5 (109) and Family 6 (104). The mean baseline score of
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the families on the PSI was 106 with a standard deviation of 16.91. These scores were
considered to be well above the normal stress range of 59-82. On average the parent’s
displayed a high level of stress. All five families had scores ranging from 88-145, which
indicated the parents had high levels of stress in relation to raising children.
The same instruments were used during the follow up phase of this evaluation.
Again, information on each parent’s experience of stress in relation to raising children
and the child’s functioning and behavior across various domains was collected using
post assessment instruments (PSI, CAPAS and CARS).
The families follow-up scores on the PSI were as follows: Family 1 (106),
Family 2 (64), Family 3 (75), Family 5 (105) and Family 6 (89). The mean follow up
score for the PSI was 87.8 with a standard deviation of 5.59. This indicates that on
average the parents, after the intervention, had a lower stress level. Though their level
of stress was lower, the parents had scores ranging between 84-106, they were still
above the normal stress range of 59-82.
Family 1 showed the greatest amount of improvement. The baseline score went
from 145 to a follow up score of 106. While this score is still well above the normal
stress range of 59-82 the family still showed a significant amount of improvement.
Family 5 showed the least amount of improvement. The baseline score went from 109
to a follow up score of 105. This score is still well above the normal stress range.
Families 2 (pre 88, post 64) and 3 (pre 94, post 74) were the only families who's follow
up scores of 64 and 74 landed in the normal stress range of 59-82.
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The families baseline scores on the CAFAS were as follows: Family 1 (50),
Family 2 (45), Family 3 (35), Family 5 (35) and Family 6 (40). The mean baseline score
for the CAFAS was 42.86 with a standard deviation of 13.77. These scores were
categorized as requiring multiple sources of supportive care based on the 5 scale score
for level of dysfunction, with the highest possible score being 50. All five families had
scores ranging between 35-50, which indicated on average the children displayed a low
level of functioning across various domains.
The families follow up scores on the CAFAS were as follows: Family 1 (45),
Family 2 (35), Family 3 (35), Family 5 (30) and Family 6 (30). The mean follow up
score for the CAFAS was 36 with a standard deviation of 6.877. On average the
children, after the intervention, had scores ranging between 30-45, which was lower
than the pre assessment scores. However, the scores still categorized the children as
requiring multiple sources of supportive based care.
Families 2 (pre 45, post 35) and 6 (pre 40, post 30) showed the greatest amount
of improvement. Family 3 (pre 35, post 35) was the only family whose scores stayed the
same. Families 5 (pre 35, post 30) and 6 (pre 40, post 30) were the only two families
who's follow up scores of 30, landed them in between the scores of 16-30. These scores
state that the youth can be treated on an out patient basis. Families 2 (pre 45, post 35)
and 3s (pre 35, post 35) follow up scores placed them in the 31-40 range which states
that the child may need care more intensive than out patient. While Family l(pre 50,
post 45) had scores that placed them in the 41 and higher range which states that the
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child likely needs intensive treatment in all 5 areas of flmctioning. Once again the
scores significantly decreased, but most of the families were still in need of treatment.
The families baseline scores on the CARS were as follows: Family 1 (8), Family
2 (20), Family 3 (13), Family 5 (7) and Family 6 (9). The mean baseline score for the
CARS was 11.4 with a standard deviation of 2.31, out of a possible score of 52. These
scores did not reflect a need for care. On average, the children had scores ranging
between 20-7. These scores indicated the children displayed low levels of disruptive
behavior across various domains.
The families follow-up scores on the CARS were as follows: Family 1 (4),
Family 2 (11), Family 3 (3), Family 5 (5) and Family 6 (3). The mean follow up score
for the CARS was 5.2 with a standard deviation of 1.99, out of a possible score of 52.
On average, the children, after the intervention, had a lower incidence of disruptive
behavior. The children had scores ranging between 11 and 3, which still did not reflect
the need for care.
Family 2 (pre 20, post 11) was the only family that had a score (20) that landed
them in the range of 18-35 which stated that the child had moderate behavior problems.
The other families (Family 1 (pre 8, post 4), 3 (pre 13, post 3), 5 (pre 7, post 5) and 6
(pre 9, post 3)) had both pre and posttest scores that kept them in the 1-17 range which
stated that the child had no behavior problems. None of the families had scores that
landed in the 36-52 range which would have stated that the child had severe behavior
problems.
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Baseline scores on the PSI and the CAPAS clearly reflected the need for
intensive home based services. However, baseline scores on the CARS did not. Though
the follow up scores on the PSI, CAPAS and CARS lowered significantly, on average,




The goal of this research study was to show the effects of the Keeping Families
Together program on dysfunctional families. It was hypothesized that participation in
the Keeping Families Together program would show a modest change in the parent’s
experience of stress in relation to raising children, and show meaningful changes in the
child’s functioning and behavior. The hypothesis was rejected, the intervention
appeared to significantly reduce the parent’s experience of stress in relation to raising
their children, and showed significant changes in the targeted children’s functioning and
behavior.
The researcher concluded that these significant changes occurred because of the
therapy that was provided in the home for the families and the behavior aides
participation with the children. Though there were significant changes in the pre and
posttest scores of the collected measures, the average stress level of the parent’s was
still above normal. The children’s level of functioning also increased significantly, but
the average level of functioning was still below the norm. The program significantly
impacted the families by focusing on building safe, structured and nurturing home
environments by strengthening the entire family structure. This helped to lower the
possibility of abuse and neglect in the family and lessened the stress of child rearing for
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the parent. However, the scores on the instruments showed that these families did not
fall within the “normal’ stress range criterion, yet they did show significant
improvements. Given the magnitude of the problems faced by many of the families and
the short-term nature of treatment, their stress scores below the normal range may be
attributed to the high level of stress in their communities. Some attention should be
given to making positive changes in the communities when working with dysfunctional
families. The responses of the five families were commendable. They worked hard at
meeting their goals. An open door policy on the part of the agencies would be a viable
source of social support for the families.
Limitations of the Study
The limitations of the study exist in the number of families that dropped out
during the intervention phase. There were only five of nine families left by the end of
the intervention.
The intervention phase is crucial for evaluating the program. It provides
important treatment and services necessary for the family to develop strength in their
individual roles, and reduce stress and chaos. When the intervention is discontinued the
family is no longer able to benefit from the assistance provided and the researcher is no
longer able to assess their progress.
Suggested Research Directions
The results from this study should be integrated into future planning for family
preservation programs. The short time periods given to family preservation (only six
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months) and lack of full term participation by the families greatly effect the
participating family’s outcome.
Future research should be focused on the long-term effects of the program. A
follow-up study of these families after a six month termination period, would be useful
in identifying the kind of support dysfunctional families need to sustain the gains made
in treatment.
CHAPTERVI
IMPLICATIONS FOR SOCIAL WORK
In the past most cases involving dysfunctional families prone to child abuse and
neglect, have been treated by simply removing the child from the home and placing
them with another family member or some form of foster care or group home.
Reunification is generally only possible if the parent(s) follow guidelines set up for
them by their caseworker. A lot of times these types of actions are what is best for the
child and their family. However, more attention should be focused on programs that
keep families together by providing support, therapy and interventions with the goal
being to remove the possibility of abuse and/or neglect and improving the entire
family’s functioning.
To some extent this study has shown that alternative programs such as family
preservation, can be used with children and families prone to abuse and neglect. One of
the most important aspects in alternative programming is the active participation of the
child and their family. Results from this study might be helpful to other programs by
allowing them to see the low level of commitment the families have. Some form of
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The results from this study should be integrated into clinical social work practice
with students. A vast amount of the clients that future social workers will work with
will either come from dysfunctional homes or head dysfunctional households. With the
new age of social work turning towards home based programs such as family
preservation, social work programs should begin to search for practicum cites that focus
on entering the clients home. This would give the students a head start on learning to
confront issues that come up when a social worker steps onto the clients "turf'. There
are boundaries and guidelines that should be agreed upon by both the client and the
worker, be it contractual or verbal. Future social workers need to be prepared for such
changes.
Much of the literature stated that family preservation programs need further
research. The literature also states that it does not seem to be realistic to expect dramatic
results, in the areas of abuse and neglect given the number of, and magnitude of the
problems faced by many of the clients and the short term nature of family preservation
programs. The effects of such programs are thought by most researchers to be moderate
at best. In the 5 families studied, a moderate change was better than no change at all.
Another problem researchers have found is that home based programs generally
focus on the parent or the family and often ignore conditions in the community or larger
social environment that might contribute to child abuse and neglect. Since the results of
this study showed a significant change, but the changes did not place the parents or
children in “normal” ranges of stress and functioning, possible future research might
begin to study other focal problems within the families outside of abuse and neglect, or
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conditions in the community or environment. What specifically is missing from
programs like KFT that prevents families from making significant changes that place
them in normal ranges?
Researchers should explore other ways to incorporate the effects of the families
surroundings into their treatment plans. In addition to this, there should also be research
done on programs that focus on the father’s role in the family. Much of the literature
stated that absentee fathers play a big role in the dysfunction of a family. The more
research that is done the more ways we will have to address this growing phenomenon




Name Gender Date ofBirth Ethnic Group Marital Status
Child’s Name Child’s Gender Child’s Date ofBirth Today’s Date
SA = Strongly Agree A = Agree NS = Not Sure
SD = Strongly Disagree
D = Disagree
1.1 often have the feeling that I cannot handle things very well.
2.1 find myself giving up more ofmy life to meet my children’s
needs than I ever expected.
3.1 feel trapped by my responsibilities as a parent.
4. Since having this child, I have been unable to do new and
different things.
5. Since having a child, I feel that I am almost never able to do
things that I like to do.
6.1 am unhappy with the last purchase of clothing I made for
myselfS
7. There are quite a few things that bother me about my life.
8. Having a child has caused more problems than
SAA NS D SD
SA A NS D SD
SA A NS D SD







I expected in my relationship with my spouse (male/female friend).
9.1 feel alone and without friends.
10. When I go to a party, I usually expect not to enjoy myself.
11.1 am not as interested in people as I used to be.
12.1 don’t enjoy things as I used to do.
13. My child rarely does things for me that make me feel good.
14. Most times I feel that my child does not like me and does not
15. My child smiles at me much less than I expected.
16. When I do things for my child, I get the feeling that my
efforts are not appreciated very much.
17. When playing, my child doesn’t often giggle or laugh.
18. My child doesn’t seem to learn as quickly as most children.
19. My child doesn’t seem to smile as much as most children.
20. My child is not able to do as much as I expected.
21. It takes a long time and it is very hard formy child to get







A NS D SD
A NS D SD
A NS D SD
A NS D SD
A NS D SD
A NS D SD
SA A NS D SD
SA A NS D SD
SA A NS D SD
SA A NS D SD
SA A NS D SD
SA A NS D SD
PAR Psychological Assessment Resources, Inc./ P.O. Box 998/ Odessa, FI 33556/
Toll-Free 1-800-331-TEST
For the next statement, choose your response from the choices “1” to “5” below.
22.1 feel that I am: 1 2 3 4 5
1. not very good at being a parent
2. a person who has some trouble being a parent
3. an average parent
4. a better than average parent
5. a very good parent
23.1 expected to have closer and warmer feelings for my
child than I do and this bothers me.
24. Sometimes my child does things that bother me just to be mean.
25. My child seems to cry or fuss more often than most children.
26. My child generally wakes up in a bad mood.
27.1 feel thatmy child is very moody and easily upset.
28. My child does a few things which bother me a great deal.
29. My child reacts very strongly when something happens
thatmy child doesn’t like.
30. My child gets upset easily over the smallest thing.
31. My child’s sleeping or eating schedule was much
harder to establish than expected.
For the next statement, choose your response from the choices “1” t
32.1 have found that getting my child to do something or stop doing something is:
1 2 3 4 5
1. much harder than I expected.
2. somewhat harder than I expected
3. about as hard as I expected
4. somewhat easier than I expected
5. much easier than I expected
For the next statement, choose your response from the choices “10+” to “1-3.”
33. Think carefully and count the number of things which your child does that
bothers you.
10+ 8-9 6-7 4-5 1-3
For example: dawdles, refuses to listen, overactive, cries, interrupts, fights,
whines, etc.
34. There are some things my child does that really bother me a lot. SA A NS D SD
35. My child turned out to be more of a problem than I had expected. SA A NS D SD
36. My child makes more demands on me than most children. SA A NS D SD
SA A NS D SD
SA A NSD SD
SA A NSD SD
SA A NSD SD
SA A NSD SD
SA A NSD SD
SA A NSD SD
SAA NS D SD




CHILD AND ADOLESCENT FUNCTIONAL ASSESSMENT SCALE
(CAFAS)
Name Child ID #
Date
Date ofBirth Age Sex Site ID # Child’s Zip Code
Instructions: Be sure to rate the youth’s most SEVERE level of dysfunction. The CAFAS
is designed as a measure of functional status and should not be used as the sole criterion for
determining any clinical decision, including need or eligibility for services, intensity of services,
or dangerousness to self/others.
CAFAS SCORING SUMMARY


















FAMILY/SOCIAL SUPPORT FAMILY SOCIAL
SUPPORT
RISK BEHAVIORS : Check spaces which suggest risk to youth or others
Self-Harm: Moods ; Self-Harm ;
Aggression: School ; Home ; Community ;
Behavior
Sexual Behavior: Community ; Behavior
Firesetting: Community
LEVELS OF OVERALL DYSFUNCTION BASED ON THE YOUTH’S TOTAL SCORE
FOR 5
SCALES;
0-15 Youth exhibits no or minimal impairment.
16-30 Youth likely can be treated on an outpatient basis, provided that risk behaviors
are not present
31-40 Youth may need care which is more intensive than outpatient and/or which
includes multiple sources of supportive care.
41 and Youth likely needs intensive treatment, the form ofwhich would be shaped by




CHILD ADJUSTMENT RATING SCALE (CARS)
No Problems Moderate Severe
DOMAIN RATING 0 1 2 3 4
Physical
Aggression
Hit, strike, bite peer
without weapon





















































































Is this a Baseline (intake) rating?
Signature
ID#
Time period rating /
